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Abstract: Status-based rejection sensitivity refers to the anxious expectation and tendency to perceive
rejection in ambiguous social scenarios based on one’s minority identification. This study evaluates
the implications of sensitivity to rejection based on sexual orientation identity on negative mental
health outcomes. Current minority stress models include rejection sensitivity as a factor that may
contribute to adverse negative psychosocial outcomes in LGBT persons. This study evaluates the role
of rejection sensitivity alongside demographically relevant predictors such as age, race, education,
and level of sexuality disclosure in predicting the presence of significant depression and anxiety
scores among a sample of gay men. Results indicate that rejection sensitivity, sexuality openness,
and anxiety were significant predictors of depression symptoms, whereas age and depression were
significant predictors of anxiety symptoms. This study supports the role of rejection sensitivity as
a contributor to negative mental health outcomes among gay men, particularly as it pertains to
internalizing mental health disorders.
Keywords: stress; psychological; LGBT persons; gays; anxiety; depression
1. Introduction
Gay men often experience a vast amount of psychosocial difficulties and, as a group, are at a greater
risk to experience deleterious mental health outcomes compared to heterosexual persons [1,2]. Gay
men experience higher rates of internalizing mental health disorders, such as depression and anxiety,
relative to heterosexual people and lesbian women [3–5]. Furthermore, LGBT people experience higher
rates of externalizing disorders such as substance use dependence, suicidal ideation, and self-harm
behaviors than heterosexual individuals [5]. While a larger body of work has examined the influence
of parental acceptance and rejection on gay men’s mental health [6,7], only a limited, but developing,
body of work has examined the direct impact of status-based rejection sensitivity on depression and
anxiety symptoms. Building from this emerging research base, the purpose of the present study is to
examine the direct association between rejection sensitivity and symptoms of depression and anxiety
among a community sample of gay men.
In an effort to explain and account for these observed mental health differences among sexual
and gender minorities, two major theories have emerged within the literature. The minority stress
model [8,9] posits that negative reactions from others and society based on immutable characteristics
or identification with a stigmatized group results in increased stress on an individual. Exposure
to increased and chronic environmental stress may explain ways in which LGBT individuals are at
increased risk for a myriad of negative mental health outcomes.
Furthering the minority stress model, Hatzenbuehler [10] provided a more integrated and inclusive
model explaining the specific processes by which exposure to stigma-related events and stress leads to
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increased risk for psychopathology. Within the psychological mediation framework, Hatzenbuehler [10]
focuses on both general psychological processes (inherent in all individuals independent of sexual
orientation) and LGBT group-specific processes that account for the disparities demonstrated within this
population. General psychological processes refer to the psychological vulnerabilities shared among
people (including non-minorities) that may give rise to distress and difficulties with regulation of
affect such as emotional regulation, social isolation, and varying levels of self-esteem and helplessness.
Group specific processes refer to proximal stressors such as internalized homophobia, levels of rejection
sensitivity, concealment, and distal stressors including experiences with discrimination, victimization,
and violence toward an individual based on one’s sexual orientation. Both general psychological
vulnerabilities and group-specific processes may interact conjointly and increase the likelihood of
an individual experiencing pathological psychological processes that give rise to both internalizing
disorders such as depression and anxiety and externalizing disorders such as substance use.
One common specific-group process contained within both Meyer’s [8,9] model and
Hatzenbuehler’s [10] mediation framework is rejection sensitivity. Notably, recent work by Feinstein
(2019) [11] discusses how inclusion of rejection sensitivity in these models may extend and complement
existing minority stress models. Rejection sensitivity is defined as the anxious expectation of rejection
coupled with a tendency to readily perceive and interpret rejection in the ambiguous interpersonal
behavior of others [12]. Importantly, rejection sensitivity is one potential outcome of living in a society
that stigmatizes minorities, increasing the likelihood of rejection experiences and stress based on
structural inequality [9,13]. In a meta-analysis of 75 studies, a moderate association between rejection
sensitivity, broadly defined, and mental health outcomes was found [14].
Among the previous studies that evaluated the role and impact of status-based rejection sensitivity
within minority stress models to date, status-based rejection sensitivity has been shown to be a significant
predictor of depressive symptoms and social anxiety among gay men. In a sample of 467 gay men and
lesbian women recruited online, Feinstein, Goldfried, and Davila [15] demonstrated significant path
analytic associations with a small effect size between rejection sensitivity and measures of depression
and anxiety. Furthermore, status-based rejection sensitivity mediated the association between social
anxiety symptoms and experiences of discrimination. Cohen, Feinstein, Rodriguez-Seijas, Taylor, and
Newman [16] assessed the role of rejection sensitivity as a transdiagnostic risk factor for internalizing
disorders in gay men. Rejection sensitivity was associated with generalized anxiety, social anxiety,
and posttraumatic stress symptoms but not with depression in a sample of gay and bisexual male
university students. More recently, Sattler and Christiansen [17] found that rejection sensitivity and
victimization experiences predicted mental health problems including symptoms of somatization,
obsessive-compulsive disorder, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety,
paranoid ideation, and psychoticism among gay and bisexual men in Germany.
The association between rejection sensitivity and mental health outcomes holds regardless of
participant age, although some studies with a broader age range among participants demonstrate
a negative association between rejection sensitivity and age [18]. The association between rejection
sensitivity and mental health outcomes also tends to hold regardless of participant race [16] although
racial diversity among samples is limited. Because of the inclusion of rejection sensitivity within
both of the two minority stress models, better understanding the association between status-based
rejection sensitivity and internalizing disorders among a community sample of gay men is warranted
and would add to the present body of literature, particularly by taking into consideration the role of
demographic covariates.
While other components of the minority stress model such as internalized homophobia and
experiences of discrimination have been well established within the literature as being linked to
problematic mental health outcomes and sexual risk behaviors [19,20], only the small body of
work previously mentioned has evaluated the direct effects of status-based rejection sensitivity on
internalizing mental health disorders among gay men. Minority stress models indicate that exposure
to chronic environmentally linked events such as prejudice and stigma may lead to increased chronic
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stressors. This in turn may lead to difficulties in drawing upon and marshalling the necessary
psychological resources to engage in adequate coping [9]. Only one study to date [16] has evaluated the
association between status-based rejection sensitivity, depression, and generalized anxiety. Unlike this
study by Cohen and colleagues, the current study evaluates these symptoms within a community-based
sample more representative in age range and also samples from a broad geographic area in the United
States. Additional studies with more representative samples evaluating rejection sensitivity on a range
of internalizing symptoms are called for given the disparate prevalence rates of these disorders in the
gay community.
In the current literature, the effects of age on internalizing symptoms within gay men are mixed.
In a large-scale meta-analysis, age was demonstrated to be a moderator of internalized homophobia
and mental health problems such as depression and anxiety with younger age individuals at increased
risk during the early periods of sexual identity development [19]. It has also been associated with
varying levels of positive affect and overall depressive symptoms [21,22]. Contrary to the meta-analytic
results, in sample of 388 LGBT persons, increased rates of mood disorders were indicated in older
gay men [23]. Similar to age, degree of disclosure and “outness” have shown mixed outcomes on the
well-being of LGBT individuals with greater wellbeing associated with disclosure [24] versus potential
for deleterious outcomes depending on the context of disclosure [25]. Given that age, sexual orientation
disclosure, and degree of “outness” have been associated with mental health outcomes, we sought to
include these variables as covariates while investigating the association between status-based rejection
sensitivity and depression and anxiety symptoms.
The dynamics surrounding mental health outcomes in LGBT persons are complex. The impact
of discrimination among ethnic minorities, in conjunction with LGBT identity, contributes to overall
distress [26,27]. We hypothesized that status-based rejection sensitivity would be a significant predictor
of both depression and anxiety symptoms in a community sample of gay men even when controlling
for these other predictors of age, education, race and ethnicity, and sexuality openness.
2. Methods
2.1. Participants
This study was reviewed by an institutional review board (University of North Carolina Wilmington,
Protocol #H809-132) prior to recruitment efforts of human participants. Participants were recruited
at night clubs frequented by members of the LGBT community and at large gay community events
such as equality marches and Pride events in Washington, DC, USA, Baltimore, Raleigh, and Atlanta.
During the recruitment phase, participants were approached by the first author, provided with a brief
background of the study, and given a business card with contact information and a SurveyMonkey link
if they expressed interest in participating. Participants then accessed the research protocol from any
location with Internet access and completed an online consent and the battery of measures.
Approximately 1000 business cards were handed out over a six-month period. A total of 242
participants accessed the online survey and provided consent for participation. Of these 242 participants,
12 identified their sexuality as other than gay and were subsequently excluded from further analyses.
Of the remaining 230 participants, 83 withdrew after providing consent but before completing any of
the main outcome measures, which represents an attrition rate of 36%. The final sample consisted of
147 gay men who ranged in age from 18 to 59 years (M = 34.90, SD = 10.56). The majority (85%) of the
sample identified as White. With respect to education, 48% of participants reported having obtained a
Bachelor’s degree or higher. See Table 1 for a comprehensive description of participant characteristics.
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Table 1. Study participants.
Variable n %
Race
White/Caucasian 128 87
African American/Black 5 3.4
Hispanic/Latino 8 1.4
Asian/Pacific Islander 3 2.1
Other 3 2.0
Education
No High School 2 1.4
HS Diploma 5 3.4
Some college 29 19.7
Associates Degree 5 3.4
Bachelor’s Degree 45 30.6
Some Graduate School 13 8.8
Master’s Degree 30 20.4
Doctoral Degree 14 9.5
2.2. Measures
Rejection sensitivity. The Gay Rejection Sensitivity Questionnaire (GRSQ) [28] is a 14-item measure
that evaluates sexuality-based rejection sensitivity. The measure poses hypothetical situations relevant
to various social encounters gay men may commonly experience (i.e., “You are in a locker room in a
straight gym. One guy nearby moves to another area to change clothes”) and prompts participants
to evaluate their expectations of rejection based on their sexual identity (1 = very unlikely to 6 = very
likely) as well as level of concern arising from the encounter (1 = very unconcerned to 6 = very concerned).
Rejection sensitivity scores are calculated as the mean of the products of the expectancy of rejection
and corresponding concern scores for each hypothetical situation and then divide by 14 (total number
of items on the measure). Scores range from 1 to 36, with higher scores representing greater rejection
sensitivity. The scale demonstrated good internal reliability within the present sample (α = 0.85).
Sexuality openness. Sexuality openness was assessed using a single item in which participants
were asked, “How open about your sexuality are you?” Responses ranged on a scale from 1 (sexuality
orientation completely hidden) to 7 (completely open with others about sexual orientation). This measure was
adopted from the original Pachankis GSRQ development article [28].
Depressive symptoms. The DSM-oriented depression subscale of the Achenbach Self Report
form [29] was used to evaluate symptoms of depression. The DSM-Depression subscale is composed
of 14 items rated by participants on a 3-point scale (0 = not true, 1 = somewhat or sometimes true, 2 = very
true or often true). Scoring was conducted using the ASEBA Ages 18–59 computer module Assessment
Data Manager to obtain t-scores as instructed by the authors.
Anxiety symptoms. The DSM-oriented anxiety subscale of the Achenbach Self Report Form [29]
was used to evaluate symptoms of anxiety. The anxiety subscale is composed of seven items that
measure both cognitive and physiological symptoms on a 3-point scale (0 = not true, 1 = somewhat or
sometimes true, 2 = very true or often true). Symptoms represented on the scale include symptoms of
general anxiety (e.g., worries about future, fearful, nervous) rather than specific anxiety concerns such
as social anxiety disorder. Scoring was conducted using the ASEBA Ages 18–59 computer module
Assessment Data Manager to obtain t-scores as instructed by the authors.
3. Results
3.1. Preliminary Analyses
The skewness statistics for the DSM depression (M = 57.15, SD = 8.01, range 50–82) and DSM
anxiety (M = 56.04, SD = 6.65, range 50–75) subscales departed from normality (1.08 and 0.89,
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respectively; SE = 0.21) and the Shapiro–Wilk tests of normality were significant, W (140) = 0.84 and
0.83, respectively; p > 0.001. Transformations of the data to correct for deviations from normality
were attempted but were unsuccessful. Therefore, following the recommendations of Streiner [30] the
outcome variables of interest were dichotomized to correct for non-normality. For both the depression
and anxiety scales, a t-score of 50 represents sub-threshold or “absent” symptoms, whereas t-scores of
51 or greater indicate the presence of psychological symptoms [29]. Thus, scores of 50 were coded as
0 and scores of 51 or greater were coded as 1. For depression, 100 participants were coded as 1 and
for anxiety, 108 participants were coded as 1. Descriptive statistics and inter-correlations between the
variables are presented in Tables 2 and 3, respectively.
Table 2. Statistics.
Variable M SD Min Max
Rejection
Sensitivity 10.55 5.60 2.14 29.93
Depression 0.71 0.45 0 1
Anxiety 0.77 0.42 0 1
Education 0.75 0.44 0 1
Age 34.90 10.56 18 59
Race 0.13 0.34 0 1
Sexuality Openness 5.88 1.13 1 7
Note. Depression, anxiety, education, and race are dichotomized variables scored as follows: For depression, 0 =
symptoms not present, 1 = symptoms present; for anxiety, 0 = symptoms not present, 1 = symptoms present; for
education, 0 = no college degree, 1 = college degree; and for race, 0 = white, 1 = non-white.
Table 3. Correlations Between variables.
Variable 1 2 3 4 5 6 7
1. Rejection
Sensitivity 1 0.20 * 0.13 0.08 0.02 −0.02 0.02
2. Depression - 1 0.26 ** −0.02 −0.04 −0.04 −0.18 *
3. Anxiety - - 1 −0.24 ** −0.04 0.11 −0.08
4. Age - - - 1 0.20 * −0.01 0.22 **
5. Education - - - - 1 0.03 0.04
6. Race - - - - - 1 −0.06
7. Sexuality
Openness - - - - - - -
Note. Depression, anxiety, education, and race are dichotomized variables scored as follows: For depression, 0 =
symptoms not present, 1 = symptoms present; for anxiety, 0 = symptoms not present, 1 = symptoms present; for
education, 0 = no college degree, 1 = college degree; and for race, 0 = white, 1 = non-white. * p < 0.05. ** p < 0.01.
3.2. Logistic Regression
To determine the predictive power of status-based rejection sensitivity on the presence of depressive
symptoms, a logistic regression analysis was conducted. Rejection sensitivity scores were entered as a
predictor along with the covariates of age, race, education, self-reported sexuality openness, and anxiety
symptoms. As demonstrated in Table 4, rejection sensitivity scores emerged as a significant predictor
for the presence of depressive symptoms. Furthermore, sexuality openness and anxiety symptoms
were significant predictors as well, such that decreased levels of openness about one’s sexuality and
the presence of anxiety symptoms predicted the presence of depression symptoms. Supporting our
hypothesis, participants who reported greater sexuality rejection sensitivity were at greater risk for the
presence of depression symptoms.
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Table 4. Logistic regression analysis on the presence of depression symptoms.
Variable B SE Wald p OR
Anxiety 1.28 0.47 7.41 0.006 3.61
Age 0.02 0.02 0.48 0.488 1.02
Race −0.29 0.60 0.23 0.629 0.75
Education −0.31 0.50 0.37 0.541 0.74
Sexuality Openness −0.45 0.22 4.18 0.041 0.64
Rejection Sensitivity 0.08 0.04 4.09 0.04 1.09
Anxiety. To determine the predictive power of status-based rejection sensitivity on the presence of
anxiety symptoms, another logistic regression analysis was conducted. Rejection sensitivity scores were
entered as a predictor along with covariate variables pertaining to age, race, education, self-reported
sexuality openness, and depression scores. Contrary to our hypothesis, rejection sensitivity did not
predict anxiety scores. However, as shown in Table 5, the presence of depression symptoms and
age emerged as significant predictors for the presence of anxiety symptoms. Specifically, individuals
younger in age and with higher levels of depression were more likely to report anxiety symptoms.
Table 5. Logistic regression analysis on the presence of anxiety symptoms.
Variable B SE Wald p OR
Depression 1.28 0.48 7.28 0.007 3.61
Age −0.05 0.02 6.19 0.013 0.95
Race 0.98 0.81 1.47 0.225 2.66
Education 0.20 0.53 0.15 0.699 1.23
Sexuality Openness 0.07 0.21 0.10 0.755 1.06
Rejection Sensitivity 0.06 0.04 1.66 0.196 1.06
4. Discussion
The current study examines status-based rejection sensitivity as a predictor of depression and
anxiety in a community-based sample of gay men while controlling for germane demographic and
individual difference variables. The findings build on an existing body of established work by
documenting rejection sensitivity and levels of outness as a predictor of depression. The data also
indicated age and depression symptoms as predictors of anxiety with no contribution of rejection
sensitivity to the overall model. Decreased self-reported outness was associated with depressive
symptoms. An inverse relationship was noted between age and anxiety scores, indicating that younger
participants were more likely to report anxiety symptoms.
When evaluating the association between rejection sensitivity and depressive scores, rejection
sensitivity scores, outness, and anxiety emerged as a significant predictor of DSM depressive scores.
No other demographic variables were found to be significantly associated with depression. Thus, it
appears that status-based rejection sensitivity demonstrates utility in accounting for the variance in
depression scores pertaining to depression in gay men. This finding is consistent with prior research
that examined the association between status-based rejection sensitivity and depression. Moreover,
the findings generalize to a broad sample of gay men and are replicated while using alternative
instrumentation to measure depression.
Gay men who experience higher levels of status-based rejection sensitivity may be at increased
risk for a myriad of behaviors that may influence and contribute to the development of depressive
symptoms. Previous research by Pachankis, Goldfried, and Ramrattan [28] demonstrated that
behaviorally, status-based rejection sensitivity was associated with a decrease in assertive behavior.
For example, rejection sensitivity among gay and bisexual men is a risk factor for condomless sex [31].
Furthermore, the existing literature has demonstrated that decreases in assertive behavior is associated
with increased depressive symptoms [32,33]. Extending on past and current findings, one may theorize
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that individuals higher in status-based rejection sensitivity may be vulnerable to other behavioral and
cognitive features that contribute to the development of depression, thus leading to an association
between status-based rejection sensitivity.
Behaviorally, high rejection sensitive gay men’s decreased assertiveness may also decrease the
likelihood of successfully navigating situations during which sexual minority individuals are exposed
to stigma and prejudice [28]. This decrease in ability to navigate situations related to exposure to
stigma and prejudice may also decrease beliefs in self-efficacy to navigate other challenging situations
in one’s life. Furthermore, status-based rejection sensitivity and exposure to stigma and prejudice may
also combine to create other behavioral manifestations such as an increase in social isolation, thus
leading to decreases in available social support. This postulation is consistent with the finding that
decreased levels of outness is associated with depressive symptoms. Thus, gay men who have not
disclosed sexual identity status may have less available social support.
This decrease of social support, in turn, may lead to decreased abilities in managing other life
stressors that give rise to depressive symptoms. Cognitively, individuals who possess higher levels of
status-based rejection sensitivity, coupled with exposure to minority stress events, may experience and
incorporate negative beliefs into schemas that manifest depressive cognitions [10,28]. The mechanisms
associated with specific cognitions and behaviors that provide an explanation of this established
relationship represents an area for additional research.
Based on prior research indicating that rejection sensitivity is associated with higher levels of
social anxiety in gay men [16], it stands to reason that this association would generalize to a range
of anxiety symptoms. We hypothesized this, considering that high rejection sensitive gay men may
experience increased vigilance towards perceived social threat cues and rejection. In turn, this process
might generalize and cause misinterpretation and overestimation of the potential for catastrophic and
threatening events across life domains, thus increasing general symptoms of anxiety. The present
findings and data, however, do not suggest an association between anxiety and rejection sensitivity,
despite previously being supported by Cohen et al. [16]. One possible explanation for the differences
found between this study and Cohen et al.’s [16] may be related to the differing compositions of
the participants’ ages within the two samples. Cohen et al. [16] used a sample comprised solely of
university students, while our sample used a community sample that provided a broader representation
of age than in Cohen et al.’s [16] sample. If this association is dependent on age, there may have been
reduced power to detect the association between rejection sensitivity and general symptoms of anxiety
within our sample. This postulation is further supported by the additional finding within our study
that anxiety symptoms are associated with younger age.
Furthermore, although age was hypothesized to be a demographically-relevant predictor, the
specific direction of this relationship was not predicted. Because of inconsistent findings regarding
the role of age on mental health outcomes, the association between age and anxiety found in this
study requires further elucidation. Age may serve as a proxy variable for other relevant factors not
measured in this study. For example, age may be related to strength of LGBT community support,
as older individuals have had more time to synthesize their identity and create meaningful social
connections which may buffer stressors associated with LGBT identity [21]. As such, young adulthood
may be a developmentally vulnerable time period in which younger gay men are at increased risk for
anxiety due to rejection sensitivity and other minority stressors. Furthermore, younger age may also be
related to higher levels of anxiety symptoms in younger gay men due to the intersecting demands of
early adulthood and building an integrated identity as gay men. Further understanding of cohort and
intergenerational differences between gay men is needed. Alternatively, one might expect older age
in to be associated with increased distress due to increased likelihood of exposure to more profound
systemic discrimination; however, this postulation does not stand based on the findings within the
current study. Future research may benefit from assessing how minority stressors change and manifest
differently over time in the lives of gay men and the role of cohort effects on minority stress.
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While the present study merely tested the direct associations between status-based rejection
sensitivity, depression, and anxiety symptoms, the data provide further impetus for additional
investigation of the specific processes by which these symptoms arise. Future research may benefit
by investigating the role of other variables within the model such as group-specific and general
psychological processes. For example, evaluating mediators and moderators of the outcomes between
rejection sensitivity and depressive symptoms would allow for better understanding of factors to target
within a therapeutic process.
Limitations
While the present study provides additional data supporting the association between status-based
rejection sensitivity and internalizing disorders, there are several limitations to the study. First, due to
skewness of our main outcome variables which violated assumptions of normality, we dichotomized the
variables measuring depression and anxiety. Unfortunately, this likely limited the range of variability
of these measures, limiting our ability to detect significant associations with rejection sensitivity.
In reference to sampling methodology, the study drew its sample from a convenience-based
sample and is subject to self-selection bias. Participants were recruited from gay bars and large gay
community events, and so may score lower on rejection sensitivity and higher on sexuality openness
than gay men who do not attend such community organizations or events. Gay men higher in rejection
sensitivity may be more inclined to avoid the recruitment locales utilized in this study (e.g., gay
bars). As a result, the current sample may be less generalizable to the gay population. The present
sample may not be fully representative of a broad range of gay men, for example, those who live in
more rural areas without access to local gay community life. Individuals who live in rural areas may
experience greater levels of potential for discrimination and less social support from their environment.
While this sample included a variety of geographic areas, this sample was most representative of
gay men living in major metropolitan areas. Furthermore, the results are not generalizable to other
sub-populations in the LGBT community such as lesbian woman, bisexual individuals, or transgender
people as the sample was intentionally limited to gay men. It is possible that these associations may
not be robustly applied to other populations as the concept of intersectionality has often demonstrated
nuanced differences in the experiences of gay, lesbian, bisexual, and transgender communities [34,35].
Lastly, this study does not incorporate other relevant variables that may be associated with
depression or anxiety in a sample of gay men (e.g., internalized homophobia, perceived discrimination)
and instead evaluates the predictive utility of rejection sensitivity scores alongside relevant demographic
variables. Meyer [13] argues that researchers must consider the social context from which rejection
sensitivity originates, such as the experience of prejudice and discrimination. Furthermore, Meyer
cautions against the misapplication of rejection sensitivity as describing people who are “overly sensitive”
to stigma and discrimination, and pathologizing what is a normative response to structural inequality.
Rejection sensitivity research would benefit from greater recognition that the stigmatizing social context
in which people live is what causes minority stress and increases the risk for rejection sensitivity.
This involves consideration of both individual and environmental factors that are related to minority
stress, placing emphasis on reducing stigma and discrimination at the societal level [13]), as well as
promoting coping with rejection sensitivity due to experiences of discrimination [15]. There is value
in studying rejection sensitivity as a unique individual difference variable that may have utility in
developing applied, empirically-based interventions to reduce the deleterious effects of exposure to
structural stigma. However, it is important to also work to reduce the stress from stigma, discrimination,
and actual experiences of rejection [13]. From a public health perspective, attention must be given to
both environmental and individual factors to address the negative effects of stigma on marginalized
communities at risk.
5. Conclusions
While several of the aforementioned limitations represent shortcomings, the present design allows
for greater understanding of the association between status-based rejection sensitivity and outcomes
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important to the mental health concerns of gay men. Furthermore, it provides the impetus for further
exploration of issues pertaining to the role of status-based rejection sensitivity within existing minority
stress models. Current science in this area continues to grow and more refined models are produced to
understand the etiology, causes, and implications for LGBT individuals’ exposure to minority stress.
Future development and strengthening of these models have begun to lead to the development of
empirically derived clinical interventions that may serve to buffer and decrease negative outcomes
and distress associated with exposure to systematic stigma, oppression, and inequality faced by the
LGBT community [36]. The current findings support future interventions that incorporate status-based
rejection sensitivity as one factor that might be addressed in the therapeutic process to decrease
depressive symptoms among gay men.
Author Contributions: Conceptualization, J.S. (Joseph Slimowicz), J.S. (Jedidiah Siev), P.M.B.; methodology, J.S.
(Joseph Slimowicz), J.S. (Jedidiah Siev), P.M.B.; validation, J.S. (Joseph Slimowicz), P.M.B.; formal analysis, J.S.
(Joseph Slimowicz), P.M.B.; investigation, J.S. (Joseph Slimowicz), P.M.B.; resources, J.S. (Joseph Slimowicz); data
curation, J.S. (Joseph Slimowicz), P.M.B.; writing—original draft preparation, J.S. (Joseph Slimowicz), J.S. (Jedidiah
Siev), P.M.B.; writing—review and editing, J.S. (Joseph Slimowicz), J.S. (Jedidiah Siev), P.M.B.; visualization,
J.S. (Joseph Slimowicz); supervision, J.S. (Jedidiah Siev), P.M.B.; project administration, J.S. (Joseph Slimowicz);
funding acquisition, not applicable. All authors have read and agreed to the published version of the manuscript.
Funding: This research received no external funding.
Conflicts of Interest: The authors declare no conflict of interest.
References
1. Blosnich, J.R.; Farmer, G.W.; Lee, J.G.L.; Silenzio, V.; Bowen, D.J. Health inequalities among sexual minority
adults: Evidence from ten U.S. states, 2010. Am. J. Prev. Med. 2014, 46, 337–349. [CrossRef]
2. Cochran, S.D.; Mays, V.M. Burden of psychiatric morbidity among lesbian, gay, and bisexual individuals in
the California Quality of Life Survey. J. Abnorm. Psychol. 2009, 118, 647–658. [CrossRef] [PubMed]
3. Bostwick, W.; Boyd, C.J.; Hughes, T.; McCabe, S.E. Dimensions of Sexual Orientation and the Prevalence of
Mood and Anxiety Disorders in the United States. Am. J. Public Heal. 2010, 100, 468–475. [CrossRef] [PubMed]
4. Jorm, A.F.; Korten, A.E.; Rodgers, B.; Jacomb, P.A.; Christensen, H. Sexual orientation and mental health:
Results from a community survey of young and middle—Aged adults. Br. J. Psychiatry 2002, 180, 423–427.
[CrossRef] [PubMed]
5. King, M.; Semlyen, J.; Tai, S.S.; Killaspy, H.; Osborn, D.; Popelyuk, D.; Nazareth, I. A systematic review of
mental disorder, suicide, and deliberate self harm in lesbian, gay and bisexual people. BMC Psychiatry 2008,
8, 70. [CrossRef]
6. Pachankis, J.E.; Bernstein, L.B. An etiological model of anxiety in young gay men: From early stress to public
self-consciousness. Psychol. Men Masc. 2012, 13, 107–122. [CrossRef]
7. Ryan, C.; Huebner, D.; Diaz, R.M.; Sánchez, J. Family Rejection as a Predictor of Negative Health Outcomes
in White and Latino Lesbian, Gay, and Bisexual Young Adults. Pediatrics 2009, 123, 346–352. [CrossRef]
8. Meyer, I.H. Minority Stress and Mental Health in Gay Men. J. Health Soc. Behav. 1995, 36, 38–56. [CrossRef]
9. Meyer, I.H. Prejudice, social stress, and mental health in lesbian, gay, and bisexual populations: Conceptual
issues and research evidence. Psychol. Bull. 2003, 129, 674–697. [CrossRef]
10. Hatzenbuehler, M.L. How does sexual minority stigma “get under the skin”? A psychological mediation
framework. Psychol. Bull. 2009, 135, 707–730. [CrossRef]
11. Feinstein, B.A. The Rejection Sensitivity Model as a Framework for Understanding Sexual Minority Mental
Health. Arch. Sex. Behav. 2019, 1–12. [CrossRef] [PubMed]
12. Downey, G.; Feldman, S.I. Implications of rejection sensitivity for intimate relationships. J. Pers. Soc. Psychol.
1996, 70, 1327–1343. [CrossRef] [PubMed]
13. Meyer, I.H. Rejection Sensitivity and Minority Stress: A Challenge for Clinicians and Interventionists.
Arch. Sex. Behav. 2019, 1–3. [CrossRef] [PubMed]
14. Gao, S.; Assink, M.; Cipriani, A.; Lin, K. Associations between rejection sensitivity and mental health
outcomes: A meta-analytic review. Clin. Psychol. Rev. 2017, 57, 59–74. [CrossRef]
15. Feinstein, B.A.; Goldfried, M.R.; Davila, J. The relationship between experiences of discrimination and
mental health among lesbians and gay men: An examination of internalized homonegativity and rejection
sensitivity as potential mechanisms. J. Consult. Clin. Psychol. 2012, 80, 917–927. [CrossRef]
Int. J. Environ. Res. Public Health 2020, 17, 1546 10 of 10
16. Cohen, J.M.; Feinstein, B.A.; Rodriguez-Seijas, C.; Taylor, C.B.; Newman, M.G. Rejection sensitivity as a
transdiagnostic risk factor for internalizing psychopathology among gay and bisexual men. Psychol. Sex.
Orientat. Gend. Divers. 2016, 3, 259–264. [CrossRef]
17. Sattler, F.A.; Christiansen, H. How Do Discrepancies between Victimization and Rejection Expectations in
Gay and Bisexual Men Relate to Mental Health Problems? Front. Psychol. 2017, 8, 857. [CrossRef]
18. De Panfilis, C.; Meehan, K.B.; Cain, N.M.; Clarkin, J.F. Effortful Control, Rejection Sensitivity, and Borderline
Personality Disorder Features in Adulthood. J. Pers. Disord. 2016, 30, 595–612. [CrossRef]
19. Newcomb, M.E.; Mustanski, B. Internalized homophobia and internalizing mental health problems: A
meta-analytic review. Clin. Psychol. Rev. 2010, 30, 1019–1029. [CrossRef]
20. Newcomb, M.E.; Mustanski, B. Moderators of the Relationship Between Internalized Homophobia and Risky
Sexual Behavior in Men Who Have Sex with Men: A Meta-Analysis. Arch. Sex. Behav. 2009, 40, 189–199.
[CrossRef]
21. McLaren, S.; Gibbs, P.M.; Watts, E. The Interrelations Between Age, Sense of Belonging, and Depressive
Symptoms Among Australian Gay Men and Lesbians. J. Homosex. 2013, 60, 1–15. [CrossRef] [PubMed]
22. Wight, R.G.; Leblanc, A.J.; De Vries, B.; Detels, R. Stress and Mental Health Among Midlife and Older
Gay-Identified Men. Am. J. Public Health 2012, 102, 503–510. [CrossRef] [PubMed]
23. Meyer, I.H.; Dietrich, J.; Schwartz, S. Lifetime Prevalence of Mental Disorders and Suicide Attempts in Diverse
Lesbian, Gay, and Bisexual Populations. Am. J. Public Health 2008, 98, 1004–1006. [CrossRef] [PubMed]
24. Beals, K.P.; Peplau, L.A.; Gable, S.L. Stigma Management and Well-Being: The Role of Perceived Social
Support, Emotional Processing, and Suppression. Pers. Soc. Psychol. Bull. 2009, 35, 867–879. [CrossRef]
25. Legate, N.; Ryan, R.M.; Weinstein, N. Is Coming Out Always a “Good Thing”? Exploring the Relations of
Autonomy Support, Outness, and Wellness for Lesbian, Gay, and Bisexual Individuals. Soc. Psychol. Pers. Sci.
2011, 3, 145–152. [CrossRef]
26. Choi, K.-H.; Paul, J.; Ayala, G.; Boylan, R.; Gregorich, S.E. Experiences of Discrimination and Their Impact
on the Mental Health Among African American, Asian and Pacific Islander, and Latino Men Who Have Sex
With Men. Am. J. Public Health 2013, 103, 868–874. [CrossRef]
27. Holloway, I.W.; Padilla, M.B.; Willner, L.; Guilamo-Ramos, V. Effects of minority stress processes on the
mental health of Latino men who have sex with men and women: A qualitative study. Arch. Sex. Behav.
2014, 44, 2087–2097. [CrossRef]
28. Pachankis, J.E.; Goldfried, M.R.; Ramrattan, M.E. Extension of the rejection sensitivity construct to the
interpersonal functioning of gay men. J. Consult. Clin. Psychol. 2008, 76, 306–317. [CrossRef]
29. Achenbach, T.M.; Rescorla, L.A. Manual for the ASEBA Adult Forms & Profiles; University of Vermont, Research
Center for Children, Youth, & Families: Burlington, VT, USA, 2003.
30. Streiner, D. Breaking up is hard to do: The heartbreak of dichotomizing continuous data. Can. J. Psychiatry
2002, 47, 262–266. [CrossRef]
31. Wang, K.; Pachankis, J.E. Gay-Related Rejection Sensitivity as a Risk Factor for Condomless Sex. AIDS Behav.
2016, 20, 763–767. [CrossRef]
32. Robbins, P.R.; Tanck, R.H. Sex differences in problems related to depression. Sex Roles 1984, 11, 703–707.
[CrossRef]
33. Wells, K.C.; Hersen, M.; Bellack, A.S.; Himmelhoch, J. Social skills training in unipolar nonpsychotic
depression. Am. J. Psychiatry 1979, 136, 1331–1332. [PubMed]
34. McConnell, E.; Janulis, P.; Phillips, G.; Truong, R.; Birkett, M.; Ii, G.P. Multiple minority stress and LGBT
community resilience among sexual minority men. Psychol. Sex. Orientat. Gend. Divers. 2018, 5, 1–12. [CrossRef]
[PubMed]
35. Bowleg, L. “Once You’ve Blended the Cake, You Can’t Take the Parts Back to the Main Ingredients”: Black Gay
and Bisexual Men’s Descriptions and Experiences of Intersectionality. Sex Roles 2012, 68, 754–767. [CrossRef]
36. Chaudoir, S.R.; Wang, K.; Pachankis, J.E. What reduces sexual minority stress? A review of the intervention
“toolkit.”. J. Soc. Issues 2017, 73, 586–617. [CrossRef]
© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).
